Over the past two decades, endoscopic evaluation of the pelvis has become an integral part of the infertility workup (1) . These procedures are expensive (in the United States), relatively invasive, and associated with potentially serious complications. If performed routinely on all infertile patients, there will be a large number of patients with normal findings or with relatively minor pathology that has no impact on pregnancy rates. The question that merits discussion, therefore, is: When should one perform endoscopy in an infertile patient? This very issue was addressed by Hovav el al. (2) .
Hovav et al. retrospectively analyzed 206 laparoscopies that were performed over a 2-year period. They analyzed their data based on the patient's history and found a significantly higher incidence of normal findings in patients with primary infertility and no risk factor. This was not true in patients with secondary infertility, where the presence or absence of a risk factor did not correlate with the findings at laparoscopy. The authors therefore suggest that patients with primary infertility should undergo laparoscopy only if they have additional risk factors. On the other hand, 1 This Editorial reflects the personal opinions of Dr. Karande and does not necessarily reflect the opinion of either this journal or the publisher. 2 I would like to use this Editorial to draw attention to remarkable advances that have been made in the field of imaging which can further reduce the need for "routine" diagnostic laparoscopy in the care of infertile patients. These include the use of x-rays, ultrasound, Doppler ultrasound, and three-dimensional ultrasound. The evaluation of patients with these techniques is relatively noninvasive and not only evaluates the anatomy but also can assess the functional status of the pelvic structures.
At our center, since 1992, we have replaced hysterosalpingography (HSG) with a gynecoradiologic procedure (GRP). The details of this procedure have been published previously (3) . Use of a standardized technique to perform HSG in combination with state-ofthe-art x-ray machines has improved our ability to diagnose and/or rule out abnormalities. Newer x-ray machines have the ability to store images on hard disk, where one can review the entire study on a frame-by-frame basis or in real time via video. With the ability to zoom in on areas of interest, and other postprocessing capabilities, it is now possible to evaluate the pelvic structures in great detail with minimal radiation exposure (4). In addition to tubal patency testing, one can treat proximal tubal occlusion with the use of selective salpingography and tubal catheterization (5). It is also possible to evaluate the functional status of the tubes with the measurement of tubal perfusion pressures (6) . Other therapeutic procedures such as lysis of intrauterine adhesions and resection of the uterine septum can also be performed under fluoroscopic control (7, 8) . HSG, however, is not a good modality for the detection of peritubal adhesions (9) .
The newer ultrasound machines are capable of evaluating the pelvic structures with remarkable resolution. Evaluation of the uterine cavity by hysterosonography is now standard practice at many institutions (10) . Tubal patency testing is relatively simple with the use of ultrasound contrast agents (Albunex, Echovist) or sterile saline with color Doppler (11, 12 ). An advantage of ultrasound over x-ray is the ability to determine the relationship of intramural fibroids to the endometrial stripe (13) . This could help in making a decision as to whether the fibroid needs to be surgically removed. With color Doppler it is now possible to differentiate between a septate and a bicornuate uterus (8) . The detection of pelvic adhesions using ultrasound can be facilitated with the injection of fluid in the cul-desac (14) .
Another advance in imaging techniques is threedimensional ultrasound (15) . The newer machines can acquire images without moving the vaginal probe. The data are stored as "voxels", that is, a three-dimensional (3D) pixel that has x, y, and z components. The images can then be viewed in 3D and the image can be rotated in the x, y, or z axis with a simple turn of the dial, providing an optimal diagnostic image. Live 3D scanning consists of continuous acquisition and instantaneous rendering of 3D anatomy. This makes it relatively easy to map fibroids or differentiate between a septate and a bicornuate uterus.
Ultrasound also helps determine the functional status of the pelvic structures. Measurements of endometrial thickness, subendometrial blood flow, ovarian stromal blood flow, ovarian volume, polycystic appearing ovaries, follicular blood flow, antral follicular count, and uterine artery blood flow all give functional information which is not possible to obtain with endoscopy (16) (17) (18) (19) .
The time has come to reevaluate the role of routine diagnostic laparoscopy and hysteroscopy as part of the infertility workup. A detailed history is still important when evaluating a couple. The decision to proceed with diagnostic laparoscopy, however, should be based on more than just a history (e.g., secondary infertility, risk factors, prolonged duration of infertility). It is imperative that we update our imaging skills. Imaging techniques can give a very accurate picture of the pelvic structures with minimal complications and cost. Patients with a negative workup do not need endoscopy. On the other hand, patients with surgical problems should be taken to the operating room without further delay. Dr. Hovav very correctly concludes, in his reply to Dr. Marik, that the efficiency of laparoscopy should not be measured according to the number of pathologies it discovers, but according to the improvement in pregnancy rates.
